Haematological abnormalities are common in coeliac disease.' Anaemia may be secondary to deficiency of iron, or folate and red cell morphology may vary from microcytic to macrocytic. Leucopenia and thrombocytopenia are uncommon but can occur if severe folate or B12 deficiency is present. Thrombocytosis may be present and reflects splenic atrophy which may also be indicated by the presence of red cell inclusions, Howell-Jolly bodies. Abnormalities caused by malabsorption usually revert to normal after treatment with a gluten free diet but blood film evidence of hyposplenism may remain. Pseudopolycythaemia is a benign condition of uncertain aetiology which has not been previously associated with treatment of coeliac disease. although it was noted that her haemoglobin rose progressively reaching a peak of 214 g/dl in 1983 ( Figure) . The macrocytosis persisted and further investigations at this stage showed a normal serum iron, folate, vitamin B12 and leucocyte alkaline phosphatase. The red cell mass measured with chromium labelled (5'Cr) red cells was at the upper limit of normal (31.5 ml/kg, normal range 20-30 ml/kg) with a low plasma volume (34-6 ml/kg, normal range 40-50 ml/kg) consistent with pseudopolycythaemia. Her haemoglobin has since fluctuated from 15-20 g/dl but she remains asymptomatic. CASE 2 A 51 year old dentist presented in 1977 with a 10 year history of reccurent diarrhoea and recent weight loss. Apart from an uncomplicated myocardial infarction in 1962 there was no other significant medical history. Clinical examination was normal although he had a macrocytic anaemia (haemoglobin 9*8 g/dl, MCV 124) with a normal white cell and platelet count. Both the serum vitamin B12 and folate were low at 60 pg/ml (normal 150-970 pg/ml) and 1-0 ng/ml (normal 4 
